(45/248) -includes I3 incomplete studies.
As the overwhelming number of their complications occurred with the Judkins technique, they concluded that, 'the safety of the Judkins technique (Green et al., I972) has been overestimated', and they reserve the Judkins technique for emergencies where speed is essential. I would like to direct my remarks to three areas:
i) The mode of death discussed.
2) The safety of the Judkins technique.
3) Their recommendations. The precipitating event which led to death in 4 of the 6 patients was acute hypotension when a left coronary catheter was manipulated in the aortic arch. I can only state that having been involved with several thousand coronary arteriograms I have never seen an isolated hypotensive episode occur purely because a catheter was manipulated in the aortic arch. The comment that the left coronary catheter, because of its angulation, may be a special hazard stimulating aortic baroreceptors is pure conjecture. Angulated catheters, similar to coronary catheters, are used to do cerebral arteriograms from the femoral approach and hypotension is not a problem when using these catheters. Additionally, catheters of varying shapes are used to enter selectively the aortocoronary bypass graft during postoperative examinations, and hypotension is not a problem in We are grateful to Drs. Green and Raphael for their comments on our paper and for this opportunity to reply. We fully appreciate the significance of our 4 fatal cases of vasovagal syncope and, while we agree that our explanation is speculative, these events occurred and we felt it our duty to report them. It was the purpose of our paper to draw attention to this complication, which we think may be due to the left Judkins catheter.
In answer to Dr. Raphael's specific questions the I3 incomplete studies with the Judkins technique were due to the following reasons:
(i) Failure of the operator to engage the coronary ostium (5 patients).
(2) Discontinuation of procedure for 'medical' reasons, such as excessive damping of the arterial pressure or cardiac pain when the coronary ostium was intubated (3 patients).
(3) The presence of severe aortic valve disease, making it impossible to engage the coronary ostium (2 patients). (4) Early postoperative studies (2 weeks) where the coronary arteriography was incidental to the visualization of the vein graft when the graft was occluded (2 patients).
(5) Failure to demonstrate a right coronary artery both at angiography and surgery (I patient). The great majority of investigations were performed by six operators, all of whom were fully experienced in left heart catheterization. In addition, we would like to emphasize that our patients who suffered vasovagal reactions deteriorated suddenly and unexpectedly, in skilled rather than unskilled hands. All patients were given atropine or scopolamine with their premedication and again if there was a bradycardia during the procedure. A venous line was always available and atropine was given promptly and freely during the resuscitation.
Since 
